Objective: Patient experience is an essential component of quality care. Few studies have comprehensively evaluated patient experiences of abortion care. The objectives of this study were to describe women's experiences of abortion care in their own words, and to determine themes across patient experiences. Study Design: Data for this thematic analysis, a qualitative method that allows for the identification, analysis, and report of patterns or themes within data, come from a larger study of safety and quality of aspiration abortion care across 22 clinical sites. Participants completed an abortion experience survey including fixed choice questions and an open-ended question: "Is there anything you would like to tell us about your experience?" The data were then categorized by responses to another survey question: "Overall, was your experience about, better, or worse than you expected?" Results: A total of 5,214 responses were analyzed. Women reported positive abortion care experiences with the majority of women rating their experience as better than expected (n ¼ 3,600). Two major themes that emerged from the data include clinic-and patient-level factors that impact how patients rate their experiences. Analysis of the responses categorized in the worse than expected group (n ¼ 136) found that women primarily faulted clinic-level factors for their negative experiences, such as pain control and management, and wait time for appointments and in clinic. Conclusion: This analysis highlights specific areas of abortion care that influence patients' experience. The few women who were disappointed by care in the clinic tended to fault readily modifiable clinical factors, and provided suggested areas of improvement to enhance positive experiences related to their abortion care.
survey was developed by the Centers for Medicare and Medicaid services and is the first national, standardized, publically reported survey of patients' perspective of their care while hospitalized. The ambulatory care/outpatient version called Consumer Assessment of Healthcare Providers and Systems was developed by the Agency for Healthcare Research and Quality (AHRQ, 2012) , and measures patient experiences in four domains using one to two questions each. However, owing to the controversy and stigma that continues to be associated with abortion, this very common, safe and legal procedure has been largely ignored in quality of care studies and only a few have evaluated patient experiences of abortion care beyond general satisfaction or procedural safety (Bird et al., 2003; Dalton et al., 2006; Kaiser, 1999) .
Only two studies have prospectively measured women's experiences of aspiration abortion care in outpatient settings. In 1999, the Kaiser Family Foundation and the Picker Institute released a report entitled, "From the Patient's Perspective: The Quality of Abortion Care," in which a diverse group of 2,200 women across 12 states were interviewed 3 to 4 weeks after their abortion about satisfaction and quality care factors. Generally, women in the Kaiser-Picker study reported high satisfaction, with two notable exceptions: 1) Nausea was not appropriately treated and 2) continuity of care was compromised as women wanted assistance in making follow-up appointments (Kaiser Family Foundation, & The Picker Institute, 1999) . Of note, 96% of women stated they would recommend their abortion provider to a friend and the factors influencing the abortion experience of women were 1) information from clinic staff, 2) attention to privacy, 3) treatment by staff, and 4) post procedure assistance (Kaiser Family Foundation, & The Picker Institute, 1999) .
A more recent California-based prospective, observational study that evaluated the safety and quality of early aspiration abortion provision in 22 clinics across the state used measures for quality of care based on the findings from the 1999 KaiserPicker report as well as federal measures of consumer assessment of healthcare that include patient-and clinic-level factors (AHRQ, 2012; Taylor et al., 2013; Weitz et al., 2013) . This larger study, from which the data analyzed in this manuscript come, was designed to elicit patient experiences of abortion care using multiple methods. The findings published elsewhere , analyzed fixed-choice survey responses from 9,087 women and found that patient experience scores were very high across the entire sample; almost 90% of women rated their treatment by clinician and clinic staff as excellent, whereas only 60% of the women in the Kaiser-Picker study reported their experience as excellent. The adjusted analysis found that clinical care characteristics were associated with overall patient experience; clinician type was not .
Patient satisfaction ratings alone have been determined to be an inadequate measure of patient care experience in the context of abortion care because fixed-choice questions do not allow women to further explain their experience that may influence the quality of care. To better understand how to improve abortion care, qualitative data analysis results in a more in-depth understanding of women's individual perspectives of clinical care. The objective of this mixed-methods analysis was to extend the quantitative analysis of women's experiences of abortion care in the larger study by determining themes across patient experiences using a thematic approach.
Methods
Institutional review board approvals were obtained from the University of California, San Francisco; Ethical and Independent Review Services for Planned Parenthood clinics; and Kaiser Permanente of Northern California. Briefly, women at least 16 years of age (18 years at Planned Parenthood sites) seeking a first-trimester aspiration abortion (i.e., facilities self-defined this as 12 or 14 weeks' gestation by ultrasound) and who could read English or Spanish were recruited from 22 clinics providing abortion care in both Northern and Southern California, to participate in the study . All women enrolled in the study received a 16-item, de-identified survey during the post-abortion recovery phase from study staff and were left alone to confidentially complete the survey, before leaving the clinic. This survey was adapted from three published instruments (AHRQ, 2012; Kaiser Family Foundation, & The Picker Institute, 1999; Misra, 2001) and included questions about demographic and health characteristics (three questions), access to abortion care (six questions), and four questions assessed specific Consumer Assessment of Healthcare Providers and Systems domains: 1) Treatment by abortion provider, 2) treatment by clinic staff, 3) clinic wait time, and 4) experience of pain (AHRQ, 2012; Bjertnaes, Sjetne, & Iversen, 2012; Kaiser Family Foundation, & The Picker Institute, 1999) . Consistent with recommended best practices (Bell & Krivich, 2000) , an open-ended question was added to the survey to elicit patients' experiences with their care. The final patient experience survey sample was 9,087 women who completed one or more questions on this anonymous survey.
Data for the thematic analysis reported in this manuscript were a subset of responses from this survey, examining responses to two of the questions: A fixed-choice question, number 2 of 16 on the survey, with three response setsdoverall, was your experience about, better or worse than you expected?
; and an open-ended questiondis there anything you would like to tell us about your experience? This represented the final question of the survey and women were provided one quarter of a page to expand on their fixed-choice responses. Usable comments were defined as at least one phrase or sentence in English. Patient experience survey questions including women responding to the four fixed-choice and the one open-ended question are shown in Figure 1 .
Analysis
Thematic analysis is a qualitative method that allows for the identification, analysis, and reporting of patterns or themes within data (Braun & Clarke, 2006) . Data for this analysis were initially extracted verbatim from STATA version 12 (StataCorp, 2011) . The senior author of the study (D.T.) conducted an initial data review to determine if the data were robust enough for more in-depth analysis. The first author conducted the initial thematic analysis under the supervision of a medical sociologist with extensive qualitative methods expertise. Briefly, thematic analysis includes several phases: Familiarize yourself with your data (first and senior author), generate initial codes (first author), search for themes (team), review themes (team), define and name themes (team); and produce the report (team; Braun & Clarke, 2006) . More than one code applied to many of the responses in which several issues were articulated. The first author read all 5,214 comments and grouped them in broad categories. The team then determined the final coding scheme, based on the broad categories and all of the comments were re-read by the first author. An iterative process was used to determine the major themes from the data. Finally, the first author developed grids of codes and themes that could serve as exemplars and a second iterative process was used within the team to determine which quotes best represented the themes and could be included as findings. Once the exemplars were identified, several members of the team drafted the first manuscript and a final iterative process was initiated to complete the report.
Results
Of the 9,087 women who completed the patient experience survey in the larger study, 5,255 women responded to the openended question. After exclusion for responses that were not at least a phrase or sentence in English, 5,214 usable narrative responses remained (57% of women completing the fixed-choice survey questions). Respondents (to the open-ended question) were on average 25 years old and the majority was non-Hispanic White or Hispanic, and had completed a high school degree or had some college education (Table 1 ). There were not proportional differences between the groups of women who responded or did not respond to the question assessing if their experience was about, better or worse than expected (data not shown). The women who did not write in comments had a similar demographic distribution, although they were more likely to be White, and less likely to have completed a college degree or higher (data not shown). Of these 5,214 women, nearly 70% reported their experiences as better than expected; 26% reported the experience to be about what they expected and 3.4% reported their experience to be worse than expected.
Two major categories of themes quickly emerged from the data, namely, patient-level and clinic-level factors that influenced patient experiences. Experiences of shame and/or stigma, pain experience, and interactions with staff emerged as patientlevel factors, and perceptions of clinical environment, adequate pain management, and wait time for appointments and procedures emerged as clinic-level factors influencing abortion care experiences. Definitions and exemplars are provided for each of the themes and specific suggestions related to each theme that could improve the abortion care experience are provided in Table 2 .
Women's Experiences of Shame and/or Stigma
Shame and/or stigma were coded as reflections on women's abilities to be honest with their provider regarding contraceptive choice, history, or failure, and/or previous abortion. This code also includes comments of embarrassment about having an abortion and future plans: "I vow to never do this again" or "You learn from your mistakes." Many comments included in this code overlapped in the staff code because women were appreciative of not being judged and commented about how helpful the staff was in making women feel supported in their decision. Women associated negative feelings toward themselves about needing to have an abortion, yet concurrently directed positive comments toward the staff in the midst of these experiences. Many women also spoke defiantly about their abortion experience as a singular experience in their lives: "First and last time. So depressed", or "My experience was something I never thought I would do in my life."
Women's Experiences with the Staff
The role of the staff cannot be understated in this study. Many of the comments across various codes reflect women's experiences with the staff, identified as the reception and phone staff, the nurses, and the clinicians. All levels of staff are commented on and the women in several cases name specific individuals. Several domains emerged in terms of staff and they include staff demeanor (i.e., kind, rude; "Everyone I interacted with at the clinic was kind, informative, cordial, and patient" or "Receptionist was rude but everyone else was excellent").
Additionally, many women commented on the staff role (i.e., easing anxiety, comfort measures). Women were aware of both their own emotional state and their behavior: "The staff are what made my experience much easier and less frightening."
Interestingly, women were able to articulate conflicting emotions and their responses to them particularly the distinction that just because they were having a hard time did not preclude them from making their decision and the key role nonjudgmental staff played in the process: "I had a hard time but the doctors were really great," and "I was a crying, nervous wreck and the staff was friendly and calmed me down."
Women made a clear distinction between staff and personal support and several commented about the inability to have social support during their abortion experience, particularly of note are women who understood the need for accompaniment owing to possible impairment because of medications administered, but made statements such as: "I really wanted my boyfriend there with me" or "Patients should be allowed to see one person in recovery." Some women went further to request accompaniment in the rooms and stated: "Allow others to come in procedure rooms, i.e., significant others," or "I have been given gas before and been able to have a friend in the room, it would been better that way," and "Was very nervous but then went away with talking to the ladies in the waiting room."
Women's Perceptions of the Clinical Environment
The theme of clinical environment encompassed several domains, including physical space of the clinic and many women commented on cleanliness and being surprised: "I was pleased about how clean the facility was." Other women commented about the space among and between patients (some women definitely valued privacy more than others), the resources available in the clinical space (many patients complained about wait time and lack of cell phone chargers, magazines, etc.), and differences in clinical experiences based on geographic location. Examples include reflections on the proximity of patient to each other, the resources available in the clinic, and geographic location: "If possible, a more private waiting room would be more comfortable." Physical space comments were mostly centered on the warmth or coolness of the examination and waiting rooms, quality of entertainment/magazines; however, detailed comments about the cleanliness, music, and privacy included, "You should put music in the waiting room areas or have better sound barriers installed," and "The volunteer support staff and music in the parking lot is very much appreciated."
Women's Perception of Time
The theme of time was mentioned by many women regardless of how they rated their experiences and can be considered as two distinct domains: Wait time for an appointment and wait time in clinic. Women spoke clearly about once the decision to have an abortion is made, that they wanted it to happen as quickly as possible. "The wait time because once you have made up your mind to have the abortion you want it over as soon as possible." Confounding this reality, many patients associated their abortion care experience as a waste of their time owing to the shortness of the procedure, but all of the preparation that is required to safely perform the procedure: "There was a lot of waiting, and feeling like I was on an assembly line," and "Schedule appointments more timely."
An additional component of time was the disconnect of the long wait time for the appointment or in clinic with the shortness of the procedure: "Waiting time is too long but I am very satisfied with your service and how I was treated while I was in the clinic," or "Its so much wait before, that's what makes it much scarier. But overall it was good," or "It was very hard to get an appointment. Call center did not get back to me on my cell phone." Many women commented that time and specifically waiting contributed to their anxiety, remarking that "The waiting is the hardest part; more communication would be very helpful," or "The staff is great, but the wait is extremely long and very nerve wracking and uncomfortable," and "Waiting period made me much more anxious," and "Four hours to wait for an 'emotional' situation was beyond frustrating." Many women also remarked in the staff category that those staff who checked in with women during their wait were the most appreciated.
The Worse than Expected Responses
In this section, we focus in on the dominant concerns of those who specifically noted their experience was worse than expected, to identify factors that contributed to bad or negative experiences. Three major themes in the worse than expected responses were identified: Clinical care, pain, and wait time. Clinical care was related to comments about multiple attempts at intravenous catheter insertion, problems assessing pregnancy on preprocedure ultrasound, uncertainty about abortion completion post-procedure, and the need for subsequent blood draws and follow-up appointments. Time-related comments addressed wait time for an appointment once the decision to have an abortion was made and time in clinic. However, these comments and the clinical care comments were dwarfed by the high frequency of comments regarding pain, where the majority (103 of 136) of the comments addressed some aspect of pain.
Women's perception of pain
Women who rated their abortion experience as better than or about what they expected also wrote negative comments about their pain levels or type of pain management. Domains of pain included amount and type of medication, amount and type of pain, and associated effects of pain; many women used strong language to describe the pain they felt, such as "Worst pain of my entire life," or "The shot or whatever it was to my uterus before the suction was excruciating." Concurrently, many women expressed gratitude for services while experiencing pain or awareness about their own perceptions of pain and pain tolerance: "Great staff! More painful than I expected but I think it's because I have high tolerance," and "It'd be better if I had the option of complete sedation-even at an additional cost" to "I just wish I was asleep and didn't feel anything."
Many women made specific comments about the quality of their pain management and used the opportunity to advocate for better interventions: "Don't give medications that induces pain if not prepare to then administer the medicine for nausea and vomiting," or "It hurt very bad and stronger medication should be offered to those who request it"; some women went as far to understand that pain and or discomfort would be a part of their experience, but distinguished this fact from their experience: "I was told I would feel some discomfort, but instead there was lasting intense pain." Comments were shared between the clinical environment and pain, particularly if a different clinic offered a type of analgesia and sedation that was more or less effective for a previous abortion. Patients seemed to compare and contrast previous abortion care experiences to rate their current experience: "I have had procedure done seven years ago at different location and my experience there was horrible, this time it was much better" or "I've had this procedure before in 2007 although, but more painful this time." Patients also commented on medication/pain use as altering their perceptions of time: "In past procedures, I've been sedated and unaware of what was going on . it makes the time go faster."
Discussion
Echoing the very positive patient experience scores as reported from the larger study , this analysis shows that most women found outpatient first trimester abortion care to be about what or better than they expected. Women's experiences described in the open-ended question expand our understanding of what women value in abortion care and how services can be improved. The five themes identified from the women's written comments (shame and/or stigma, staff treatment, clinical environment, pain, and time) are specific to operational realities of providing medical services and are perhaps exacerbated in the abortion context (Kimport, Cockrill, & Weitz, 2011) . Additionally, comments reflected many of the domains measured by the fixed-choice questions; however, these narrative data provide concrete suggestions for improving the abortion care experience from the individual woman's perspective.
These data advance our understanding of the abortion care experience in two distinct ways. First, these data give context to the quantitative findings collected in four predetermined domains; second, they provided women with the space to expand their responses, particularly the environment of care. The KaiserPicker study asked participants about the cleanliness of the clinic, patient privacy, and treatment, but otherwise did not ask patients about what types of interventions would make their wait times more tolerable or what immediate inexpensive modifications the clinics could make (i.e., phone chargers and free Wi-Fi) to improve their in-clinic experiences.
Management of other symptoms by clinicians including nausea and vomiting was also mentioned in several comments; however, pain management by far was the factor that contributed to women reporting worse than expected experiences. Analgesia and sedation in abortion care has received little attention in the literature and is an area of investigation that should be considered given the intensity and frequency of women's comments. Recent research in abortion analgesia and sedation has focused on second trimester or later abortion (Dean, Jacobs, Goldstein, Gevirtz, & Paul, 2011; Wiebe, Byczko, Kaczorowski, & McLane, 2013; Wilson, Chen, & Creinen, 2008) ; however, few studies have identified patient-centered pain management as an area of inquiry for patients seeking first-trimester abortions (Allen, Fortin, Bartz, Goldberg, & Clark, 2012; Meckstroth & Mishra, 2009; Rawling & Wiebe, 1998; Renner, Jensen, Nichols, & Edelman, 2010) . Future studies should seek to identify patient preferences for pain management and establish evidence-based care for analgesia and anesthesia appropriate for the sociodemographic factors, weeks of gestation, and other variables associated with patient experiences of comfort and pain. For example, providing music in the clinic, entertainment/magazines in the waiting rooms, multiple opportunities for privacy, and increasing involvement of partners and other personal support people along with preparing women for long wait times can be used to improve clinical care and women's experiences of their care.
Limitations and Strengths
There are two limitations to our study and two major strengths. First, data collected for analysis in this study were obtained at the end of patients' recovery time, which for many patients was the conclusion of a long day. We hypothesize that many participants were eager to leave the clinic, which may be one of many factors that contributed to the low response rate for the open-ended question. Future research should be designed specifically to elicit patient experiences about their abortion care, independent of other factors being studied. Second, surveys were completed post abortion and the potential for sedative/ pain effects that influence a woman's responses could account for the large number of comments regarding pain. Two strengths of the study include the large number of written comments (n ¼ 5,214) and the use of multiple types of queries to evaluate patient experiences in their own words that resulted in patientsuggested solutions to improve clinical care provision.
Implications for Practice and/or Policy
Incorporating the assessment of patients' experiences of their care is an essential component of quality care. Data from this study suggest areas of clinical improvement that can influence women's experiences related to their abortion care. We provide a list of the clinic-and patient-level factors that emerged from the data with practical suggestions from patients in Table 2 . Many of the suggested improvements are low or no cost and can be easily and quickly implemented into existing practice.
Conclusions
Women reported very positive abortion care experiences; almost 70% rated their experience as better than expected. Very few rated their abortion experience as worse than expected (<4%). This qualitative analysis highlights specific areas of abortion care that influence patient experience outcomes and specific areas of clinical improvement that impact patient experience outcomes related to quality care and offer patientsuggested solutions. The few women who were disappointed by care in the clinic tended to fault readily modifiable clinical factors such as pain management and wait time.
